This study assessed whether the black-white mental health epidemiologic paradox (i.e., blacks' lower or similar rates of mental disorder relative to whites) extends across 12 lifetime and past-year psychiatric disorders and whether it varies with gender. We used data from the National Comorbidity Survey Replication and the National Survey of American Life, 2001-2003 (n = 4,584 black and 6,668 non-Hispanic white persons). Results showed overwhelming evidence of the paradox across lifetime and past-year disorders for women and men. In addition, blacks' mental health advantage over whites widened after adjusting for socioeconomic factors. There was one exception: Black women experienced higher risk of lifetime posttraumatic stress disorder compared with white women. These findings provide strong evidence for the "black-white mental health paradox"; however, additional research is needed to understand black women's heightened risk for posttraumatic stress disorder.
A growing body of epidemiologic research demonstrates a "black-white mental health paradox." Despite higher stress exposure, greater material hardship, and worse physical health, black Americans tend to experience similar or relatively lower rates of psychiatric disorders than whites (1) (2) (3) (4) (5) (6) (7) (8) (9) . Potential substantive (e.g., racial differences in psychosocial resources or health behaviors) and artifactual (e.g., racial differences in reporting of symptoms) explanations have been evaluated in prior research (1, 4, 5, 7, 8 ). Yet, with limited evidence that these mechanisms account for the paradox, recent studies have turned to more fundamental issues, identifying several challenges of the paradox literature that have contributed to our limited knowledge of these unexpected patterns.
Critical among these issues is the limited range of outcomes assessed in research on black-white differences in psychiatric disorders. With blacks' mental health advantage especially pronounced for major depression (10) , paradox studies have primarily focused on this outcome (1, (11) (12) (13) (14) (15) (16) (17) . While some have examined multiple psychiatric disorders, these investigations have been limited in their scope and in the range of psychiatric disorders considered. In addition, several of these studies have yielded evidence counter to the paradox (3, 15, 18, 19) . For example, Breslau et al. (18) reported higher prevalence of lifetime bipolar disorder among blacks than among whites. Such findings raised the possibility that the race paradox in mental health might be disorder-specific and underscored the need to assess multiple disorders.
In addition to a restricted number of outcomes, previous paradox studies often limited their attention to lifetime psychiatric disorders (1, 6, 15, 18, 20, 21) . However, it is important to assess the prevalence of both lifetime and past-year diagnoses, as they might differentially reflect the incidence and duration of psychiatric disorders. Whereas lifetime estimates indicate the incidence of past and current disorders, past-year rates capture more recent issues. Consequently, they might disproportionately represent more enduring conditions (10, 17) . For instance, given that mental health problems often persist without intervention, groups with limited access to treatment might develop more long-lasting cases that inflate past-year rates (3, 10, 17) . As such, some have suggested that racial differences in past-year prevalence might be attenuated relative to lifetime estimates (10, 20) . Yet, given that only a handful of studies have examined past-year diagnoses (7, 8, 11) with even fewer comparing lifetime and past-year prevalence rates (3, 9, 12, 19, 22, 23) , the extent to which racial differences in mental health varies across lifetime versus pastyear prevalence rates is unclear. To date, only 3 studies have addressed both of these challenges (3, 9, 19) . Most recently, Gibbs et al. (3) assessed black-white differences in past-year and lifetime prevalence rates across multiple psychiatric disorders (3, 9, 19) . In one of the most comprehensive examinations of the paradox to date, the researchers observed a mental health advantage among blacks relative to whites for mostbut not all-psychiatric disorders, demonstrating the value of more comprehensive assessments of mental health for understanding the paradox.
A second limitation of the paradox literature is that few studies have examined the extent to which racial patterns in mental health are gendered. In fact, most have simply controlled for sex (3, 4, 7, 8, 14-16, 18, 19, 21-23) , despite prior research documenting distinct mental health patterns among women and men. Studies have suggested that these patterns might arise from variations in socialization patterns, such that the higher rates of internalizing disorders (e.g., major depression) among women might arise from their endorsement of traditionally feminine qualities (e.g., sensitivity to others' needs), whereas engaging in hypermasculine behaviors might account for a greater prevalence of externalizing disorders (e.g., substance use) among men (24) (25) (26) (27) . At the same time, scholars have increasingly recognized both race and gender as central dimensions of stratification that jointly and independently distinguish the mental health of women, men, blacks, and whites (24, 25) , positing that black-white differences in gender socialization and norms might contribute to additional distinctions in mental health outcomes among women and men. For example, while studies note that black and white women generally perceive sensitivity to the needs of others as a central feminine characteristic (24, 25) , femininity for black women also tends to center around self-sufficiency and inner strength (25, 26) , which might be protective for mental health. Such racialized gender norms might lead to a greater distinction in the mental health profiles of black and white women, while differences among black and white men might be less pronounced.
Despite limited consideration in prior research, some evidence suggests that gender might importantly influence the race paradox in mental health. Using National Comorbidity Survey data, Breslau et al. (20) reported racial differences in anxiety disorder among men but not among women. These findings suggest that gender might condition racial inequalities in mental health and raise the possibility that these gendered racial patterns might also be disorder-specific. However, because Breslau et al. assessed only broad disorder categories (e.g., mood, anxiety, substance), any potential gender-and disorder-specific patterns in the paradox might have been obscured.
More recently, Barnes et al. (1) found that racial differences in major depression were consistent among women and men. In another study, Rosenfield (25) examined the interactive relationships linking race and gender to mental health in the National Comorbidity Survey, reporting distinct gendered patterns in the paradox for 2 outcomes: lifetime prevalence of major depression and antisocial problems. Results indicated a higher prevalence of major depression among white women compared with black women, whereas black men had lower rates of antisocial problems than white men. Although these findings have provided some insights into how gender might condition black-white patterns in mental health, they are limited by the narrow range of outcomes considered.
Taken together, the research challenges outlined here underscore the need to clarify the paradox (i.e., blacks' similar and/ or lower rates of mental disorder vis-à-vis whites). To address these limitations, we had 3 main objectives: 1) to examine racial differences in multiple psychiatric disorders; 2) to evaluate the extent to which these patterns are observed for both past-year and lifetime diagnoses; and 3) to assess whether racial differences in psychiatric disorders differ among women and men. By addressing these fundamental issues collectively, the present study fills several gaps in knowledge and enhances understanding of the epidemiologic patterning of the race paradox in mental health.
METHODS
Data were from the National Comorbidity Survey Replication (NCS-R) and the National Survey of American Life (NSAL), collected between 2001 and 2003. The NCS-R survey population included adults age 18 years or older residing in households in the coterminous United States, with a sample of 6,696 whites and 1,176 African Americans. Interviews were conducted in English and lasted an average of 2 hours, with a 71% response rate (28) . The NSAL sampled African Americans (n = 3,570), blacks of Caribbean descent (n = 1,621), and non-Hispanic whites (n = 891) (29) . The overall response rate was 72.3%. Most interviews (86%) were conducted face-to-face, with race/ethnicity matching of interviewers, and respondents used a computerassisted instrument. For this analysis, we include only the sample of African American-identified individuals in the NSAL data.
Consistent with prior paradox research (1), NCS-R and NSAL data were merged to create a large, nationally representative sample of African Americans (from NSAL, NCS-R) and non-Hispanic whites (from NCS-R). After conducting list-wise deletion, the restricted sample examined in the present study included 4,584 African Americans and 6,668 non-Hispanic whites.
Measures
Dependent measures. We evaluated past-year and lifetime estimates for 12 psychiatric disorders: major depressive disorder (MDD), dysthymic disorder, bipolar disorders 1 and 2, agoraphobia, panic disorder, social phobia, generalized anxiety disorder (GAD), posttraumatic stress disorder (PTSD), alcohol abuse, alcohol dependence, drug abuse, and drug dependence. The World Mental Health Survey Initiative version of the World Mental Health Composite International Diagnostic Interview (WMH-CIDI) was used to assess psychiatric disorders. This instrument assesses the most common and severe mental disorders using diagnostic criteria established by the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (30). Following previous research (18, 20, 21) , we also included 4 composite measures of mental disorder: any mood disorder, any anxiety disorder, any substance-use disorder, and any mental disorder.
Independent measures and controls. Respondents included in the analysis self-identified as non-Hispanic African American (n = 4,584) or non-Hispanic white (n = 6,668). Respondents self-identified either as a woman (n = 6,531) or man (n = 4,721). Sociodemographic controls included age (18-29 years, 30-44 years, 45 years or older); educational attainment (less than high school, high school education/some college, and college degree); and employment status (employed, unemployed, not in the labor force). Table 1 includes descriptive statistics for black-white patterns of mental health. Table 2 presents results of logistic regression analysis to assess black-white differences in each disorder. The first model (crude) includes only the race covariate, while the second model adjusted for gender, age, education, and employment status to ensure that observed racial patterns in mental health were not due to group differences in these covariates. Next, we fitted gender-stratified models to assess the extent to which black-white patterns in mental disorder differ among women and men (Tables 3 and 4 ). Due to the data's complex sampling strategy, survey procedures were used to correct for unequal probabilities of selection, nonresponse, and design effects in the sample. All analyses were performed with Stata, version 14.2 (StataCorp LLC, College Station, Texas). Table 1 reports the weighted past-year and lifetime prevalence rates of mental disorders by race. Descriptive statistics for the study controls are available in Web Table 1 (available at https://academic.oup.com/aje).
Analysis

RESULTS
Descriptive results
Estimated prevalence rates of past-year and lifetime mental disorders according to race were generally consistent with the paradox: lower or similar rates of mental disorder for blacks in comparison with whites. For past-year disorders, blacks experienced lower rates of MDD, any mood disorder, social phobia, GAD, any anxiety disorder, and any mental disorder relative to whites. Blacks and whites experienced similar rates for dysthymic disorder, bipolar disorders 1 and 2, panic disorder, PTSD, alcohol abuse/dependence, drug abuse/dependence, and any substance-use disorder. However, blacks had significantly higher rates of agoraphobia (2%) relative to whites (1%). The weighted lifetime prevalence rates show that blacks reported lower rates of the following 9 mental disorders compared with whites: MDD, any mood disorder, panic disorder, social phobia, GAD, any anxiety disorder, alcohol dependence, any substance-use disorder, and any mental disorder. Blacks and whites had similar rates for the remaining 6 lifetime disorders. However, blacks experienced higher rates of lifetime PTSD (9%) compared with their white counterparts (7%).
Regression analysis
Full sample. Estimated odds ratios presented in Table 2 show black-white differences in the prevalence of each past-year and lifetime psychiatric disorder. For past-year disorders, blacks experienced significantly lower odds of 6 conditions and similar odds of 9 conditions relative to whites. However, blacks had 56% higher odds of agoraphobia (odds ratio (OR) = 1.56, 95% confidence interval (CI): 1.14, 2.15). After adjusting for gender, age, education, and employment status, blacks had significantly lower odds of 8 past-year disorders and similar odds of 8 disorders relative to whites. In fact, the higher odds of agoraphobia among blacks fell to nonsignificance with adjustments (OR = 1.30, 95% CI: 0.92, 1.85).
For lifetime psychiatric disorders, blacks experienced significantly lower odds of 9 disorders and similar odds of 6 disorders compared with whites. Nevertheless, blacks were 38% more likely to report PTSD (OR = 1.38, 95% CI: 1.15, 1.65).
In final models, blacks reported lower odds of 11 and similar odds of 4 lifetime disorders compared with whites. However, blacks' higher odds of PTSD remained statistically significant (OR = 1.25, 95% CI: 1.04, 1.49).
Women. In Table 3 , logistic regression analyses for pastyear and lifetime disorders are shown for women. For past-year disorders, black women reported significantly lower odds of 5 For lifetime disorders, black women experienced relatively lower odds of 12 disorders and similar odds of 4 disorders (i.e., dysthymic disorder, bipolar disorders 1 and 2, and agoraphobia) compared with white women. However, black women were 34% more likely to experience lifetime PTSD (OR = 1.34, 95% CI: 1.10, 1.62). These patterns persisted with adjustments.
Men. Racial patterns in mental health among men are shown in Table 4 . While black men had significantly lower odds of 5 past-year disorders (i.e., MDD, social phobia, GAD, any anxiety disorder, and any mental disorder), black and white men had similar odds of 11 past-year disorders. After adjustments, black men reported significantly lower odds of 6 past-year disorders and were not significantly different from white men for the other 10 disorders. Consistent with patterns observed among women, adjusting for age and SES intensified the mental health advantage of black men over white men. For example, while the odds of any mood disorder were similar for black and white men in the crude model, a black male advantage emerged after accounting for differences in age and socioeconomic factors (OR = 0.67, 95% CI: 0.49, 0.91).
For lifetime disorders, black men experienced lower odds of 7 disorders and similar odds to white men for 9 disorders. As observed with past-year estimates, the racial gap in lifetime disorders among men widened in the model including adjustments. While the crude model showed that black men had lower odds of experiencing any mental disorder (OR = 0.79, 95% CI: 0.66, 0.95), their lower odds of any lifetime mental disorder intensified (OR = 0.73, 95% CI: 0.60, 0.90) after accounting for age and socioeconomic factors. In sum, we found evidence of the paradox across all measures of mental disorder among men.
DISCUSSION
This study examined racial differences in psychiatric disorders to clarify the epidemiologic patterning of the black-white mental health paradox, which finds that blacks have similar or lower rates of psychiatric disorder than whites despite experiencing greater stress exposure and economic disadvantage. Inconsistencies across studies raised critical questions, such as the extent to which black-white differences in mental health are disorderspecific, dependent on the timing of diagnoses, or consistent for women and men. The present study aimed to address these issues and shed new light on the paradox by using a nationally representative sample of African-American and white adults. In general, our results provide overwhelming evidence of the blackwhite mental health paradox and point to several new directions to consider in future research.
This study offers several key insights for the paradox literature. First, it appears that blacks' mental health advantage extends across a wide range of psychiatric disorders. Given that paradox studies have focused almost exclusively on depression, it was unclear whether observed racial differences were disorder-specific (1, (11) (12) (13) (14) (15) (16) (17) . Building on the few studies examining multiple psychiatric diagnoses (3, 19) , the present investigation sought to assess a broader array of disorders and disorder categories. Across the 16 different mental health outcomes considered, we found overwhelming evidence in support of the paradox, such that blacks reported lower or similar rates of psychiatric disorders compared with whites. These findings demonstrate that the mental health paradox is not disorder-specific, raising the possibility that lower risk of mental disorder among black Americans might arise from a single underlying mechanism that contributes to lower risk across multiple outcomes.
Second, the results of this study suggest that observed blackwhite patterns in mental health are not a function of differences in the timing of diagnoses. Observing that previous research on the paradox often assumed that racial patterns in mental health are similar for past-year and lifetime diagnoses, we tested the possibility that the paradox might arise from potential blackwhite differences in the timing of diagnoses. Our results indicated that blacks' mental health advantage extends to both past-year and lifetime experiences of mental disorder. However, the black-white mental health advantage was more pronounced for lifetime disorders. This finding is consistent with prior studies (10) and points to potential differences in the racial patterning of mental health across the life course. This hypothesis should be more adequately tested in future work examining the extent to which racial patterns of mental disorder are similar across different age groups (1) .
Third, racial patterns in mental health were consistent among women and men. Drawing from prior studies suggesting gendered and racialized differences in socialization, we introduced the possibility that racial differences in psychiatric disorders might be more pronounced among women. Despite discovering that the paradox prevails among both women and men, more research is needed to explore whether the processes and mechanisms that contribute to these patterns are distinct for women and men. This is especially important because of the difference in mental health patterns for women and men (i.e., women are more likely to exhibit symptoms of internalizing disorders while men are more likely to develop disorders with externalizing features).
Another interesting pattern in the results surfaced: Adjusting for age and SES intensified blacks' mental health advantage over whites. Differences in the crude and final models show that after controlling for sociodemographic factorsespecially SES-in many cases, blacks had an even larger mental health advantage compared with whites. In other words, if blacks and whites had the same SES levels, blacks would experience an even larger mental health advantage over whites (for a similar argument, see Keyes (31) ). Future work should further disentangle the interrelationships among SES, age, race, and different mental health outcomes, because this could provide further nuance to the paradox.
Finally, although the present study presents strong evidence in support of the paradox, there was one exception that should be noted: Blacks had a higher risk of lifetime PTSD than whites. While consistent with patterns observed in a study by Himle et al. (19) , our results also indicated that the black-white difference in lifetime PTSD was not explained by sociodemographic factors. Given evidence that blacks experience greater lifetime exposure to social stressors and trauma compared with whites (13, 31) , however, it comes as no surprise that they might also face disproportionately higher risk of PTSD, one of the few mental illnesses that identifies a specific external stimulus (i.e., exposure to trauma) as a primary etiologic agent (30) .
Furthermore, this finding appears to have been driven by women: Black women experienced higher risk of lifetime PTSD relative to white women. Given the ability of this illness to stifle participation in social life, black women's disproportionately higher risk for PTSD is justification for the development of race-and gender-conscious interventions to address this particular mental health problem.
Limitations and implications for future research
While this study adds important subtleties to the paradox, no study is without limitations. First, the sample included only the noninstitutionalized population. This could obscure racial differences in mental disorder, especially given high incarceration rates of black men in particular (1). Second, despite experiencing relatively lower risk of mental disorder compared with whites in general, mood, anxiety, and substanceuse disorders are more persistent among blacks (3, 21) . Thus, mental disorder persistence could differ at the intersection of both race and gender. Third, there is a possibility of racial differences in symptom recall, which could possibly lead to an undercount of mental disorder prevalence in blacks (10) . However, this possibility awaits future study. Fourth, some research suggests that blacks experience higher rates of psychological distress and generally worse subjective mental health (e.g., life satisfaction, happiness) compared with whites (2, 10). Future work should explore factors that explain the disjuncture in racial patterns for subjective measures of mental health in comparison with psychiatric disorders. Finally, this study did not include 2 classes of mental disorder: personality disorders and serious mental disorders with psychotic features. The social epidemiology of these 2 classes of mental disorder, however, could run counter to the paradox. For example, Gibbs et al. (3) showed that blacks experience higher rates of paranoid personality disorder compared with whites. Thus, the racial patterning of personality disorders merits additional empirical attention.
Contributions
In summary, we have contributed to the paradox literature by using nationally representative data to demonstrate that the black-white mental health paradox extends across lifetime and past-year disorders and applies to both women and men. We also found that the black health advantage is more pronounced after accounting for sociodemographic factors. Future paradox studies should be attentive to these nuances, considering how race intersects with other social status characteristics (e.g., age and SES) when evaluating whether the paradox applies to multiple psychiatric disorders and is similarly reflected across subpopulations among blacks and whites. Beyond its implications for research, identifying the protective mechanisms underlying the black-white mental health paradox may point to more effective avenues of intervention, which are needed to reduce longstanding racial inequalities in physical health status.
